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Regarding "Transluminally placed endovascular 
stented grafts and their impact on vascular surgery" 
To the Editors: 
I read Dr. Frank Veith's Presidential Address from the 
Eastern Vascular Society (J VAsc SURG 1994;20:855-60) 
with great interest. Clearly his proposal of a long-term 
solution of a combined department to include vascular 
surgeons and interventional radiologists i interesting and 
constructive. 
However, the text of the article reveals an underlying 
disdain for the specialty of interventional radiology. 
Minimally invasive transluminal catheter therapies are 
hardly "newly found catheter-based techniques." These 
techniques have been under development for more than 30 
years, and Dr. Veith rightly cites Dr. Dotter's pioneering 
idea for transluminally placed endovascular stented grafts in 
1969. Transluminally placed endovascular stented grafts 
would not be possible without the dozens of innovations 
that have been developed over that period oftime. They are 
a natural consequence of the evolution of a subspecialty not 
a "newly found technique." Transjugular intrahepatic 
portal-systemic shunts (TIPS), stents, atherectomies, em- 
bolizations, and selective fibrinolysis a rea  few other 
examples of new procedures developed by interventional- 
ists. Where were the vascular surgeons when these tech- 
niques were being developed? Now at this late date Dr. 
Veith bemoans the fact that surgeons are not trained and 
calls on his radiology colleagues to train snrgeons in 
techniques that until recently have been assumed to be 
inferior and not worthy of development. 
Inherent in Dr. Veith's comments i a lack of under- 
standing of the skills needed to become xpert in interven- 
tional radiology. The American Board of Radiology, 
following the lead of the Society of Cardiovascular nd 
Interventional Radiology, believes that performance of at 
least 800 procedures is a minimum requirement to be 
eligible for certification by the American Board of Radiol- 
ogy as a vascular/interventional radiologist. Awareness of 
all the technical nnances and imaging parameters involved 
in transluminal interventional procedures requires experi- 
ence and training and could theoretically be accomplished 
in 2 to 3 years by a willing surgeon. However, many 
vascular surgeons approach the prospect of radiology 
training with comments uch as "I'm already a vascular 
surgeon, I would like to come down to your laboratory on 
the next couple of Wednesday afternoons so you can teach 
me your fiel&" Imagine the surgeon's response if a 
radiologist approached hirn or her with a similar statement 
about the operating room. 
We still have time to develop a truly seamless vascular 
service that uses the skills of both the surgeons and 
interventional radiologists in a cooperative venture that 
provides to the patient the properly selected procedure 
performed by the specialists most qualified to do so. It must 
be based on mutual respect and a true sense of shared 
responsibilities and shared income. Imperious self- 
righteousness just will not do. Dr. Veith's statement that 
radiologists "treat vascular lesions simply because they 
exist, without rauch consideration for their benign natural 
history or the long-term safety and efficacy of the treat- 
ment" is a window into bis basic attitude. In my 25 years 
of experience as a vascular/interventional radiologist, more 
than 95% of our cases have been referred by vascular 
surgeons or other physicians who have already decided 
clinically that an intervention was necessary. Many referrals 
do not resuk in procedures because the patient's anatomy 
or clinical situation is not suitable. 
On numerous occasions I have seen surgeons and other 
physicians eschew simpler, benign interventional proce- 
dures for more complex operations they personally were 
capable of performing. Most of the hype and proselytizing 
of lasers have come frorn surgeons and cardiologists who 
used the laser for its marketing value and as a possible ntry 
vehicle into the field of transluminal vascular therapy. Very 
few interventional radiologists now have unused lasers 
sitting in the corner gathering dust. 
Dr. Veith says that he has already successfully put 
together a cooperative t am in bis own institution. Let's use 
it as a model and go forward with mutual respect for each 
other's kills and capabilities. Clearly, ifequal results can be 
achieved, treating vascular lesions from the inside of blood 
vessels with access gained percutaneously from superficial 
arteries or veins will be preferred to approaching them from 
the outside after cutting through alarge volume of normal 
tissue. We are experiencing a surge of new opportunities a  
a resnlt of the persistence of a handful of intrepid 
interventional radiologists. Radiologists are pleased to 
continue to work cooperatively with surgical colleagues but 
are not willing to abandon the field after 30 years ofhard 
work and dedication. In addition to a combined clinical 
service, we should develop hybrid training programs in 
which interested surgical trainees pend the requisite years 
of training to becorne competent vascular/interventional 
radiologists and board certified in the field. Most interven- 
tional radiologists believe that a surgical/radiological hy- 
brid would be an ideal combination to advance 
interventional/vascular radiology. 
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